Aged and Disabled Waiver Program
Participant Request to Transfer

PARTICIPANT INFORMATION:

Last Name: First Name:

Street Address:

City: State: Zip Code: County:
Phone Number: Date of Birth:

Medicaid Number: Service Level:

Legal Representative (if applicable): Phone Number:

My Current Providers Are:
Case Management Agency:

Personal Attendant Agency:

| understand that my Case Management Agency cannot be the same as my Personal Attendant Agency or
Personal Care Agency (for dual services).

Service Preferences:
Monday Tuesday | Wednesday | Thursday | Friday | Saturday | Sunday

Hours per day:

If you are receiving services from a Traditional Model Agency, mark one of the three
options listed below:

71 I'wish to transfer from my current Case Management Agency

711 wish to transfer from my current Personal Attendant Agency

T I wish to transfer from a Traditional Agency to Personal Options

If you are receiving services through Personal Options and wish to transfer to a
Traditional Agency, please mark the option below:
71 I'wish to transfer from Personal Options to a Traditional Agency

| want to transfer because

ADW Participant/Legal Representative Signature Date

The Case Manager must request the transfer in CareConnection®©.
and upload the Transfer Form/Selection Form in CareConnection®©.

Participant Request to Transfer Form Effective 4.1.21



